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Implementation research on kangaroo mother care, Bangladesh

ANM Ehtesham Kabir? Sharmin Afroze,” Zubair Amin,© Agnihotri Biswas,® Sabina Ashrafee Lipi, Mahbuba Khan,®
Khaleda Islam, Shamsul Haque," MAK Azad Choudhury® & Mohammod Shahidullah”

Objective To describe the implementation, coverage and performance of the national kangaroo mother care programme in Bangladesh.
Methods Kangaroo mother care services for clinically stable babies with birth weight under 2000 g were set up in government-run health-
care facilities in rural and urban areas of Bangladesh. Each facility provided counselling on kangaroo mother care, ensured adequate nutrition,
and followed up mothers and babies. We studied implementation of the programme from January 2016 to March 2020 using data from
the national database. We tracked the number of eligible babies enrolled and their outcomes, mortality and post-discharge follow-up.
Findings The numbers of kangaroo mother care facilities increased from 16 in 2016 to 108 in 2020. Over the 4-year period 64426 babies
weighing under 2000 g were born in these facilities, 6410 of whom received kangaroo mother care. The quarterly percentage of eligible
babies receiving kangaroo mother care increased from 4.7% (37/792) during the first quarter to 21.7% (917/4226) during the last five
quarters of the programme. Deaths of babies receiving kangaroo mother care showed a downward trend over the study period. The overall
mortality was 1.2% (77/6410), with large quarterly fluctuations in mortality. Post-discharge follow-up was low and only 15-20% of babies
received four follow-up visits.

Conclusion Implementation of kangaroo mother care interventions is feasible in low-resource settings. Such care has the potential to reduce
mortality among low-birth-weight and premature babies. Challenges include low coverage, expanding the programme to the community
and strengthening the monitoring system.

Abstracts in G 13, Francais, Pycckuii and Espaiiol at the end of each article.

Introduction

Prematurity and its complications are one of the leading causes
of neonatal deaths worldwide. Every year 15 million babies in
the world are born prematurely.! Low birth weight, defined as
babies born with birth weight below 2500 g, frequently coexists
with prematurity. Lower birth weight is associated with higher
mortality, especially below birth weight 2000 g.>

Kangaroo mother care is a low-cost, low-technology
intervention, defined as “a standard, protocol-based care
system for preterm and/or low birth-weight newborns based
on skin-to-skin contact between the newborn and the mother
or the caregiver.”> More than 200 hospital-based studies have
compared incubator care with kangaroo mother care and de-
termined that kangaroo mother care is effective in maintaining
adequate temperature, reducing hospital-acquired infections,
encouraging exclusive breastfeeding and promoting neonatal
weight gain.’ Estimates show that kangaroo mother care could
prevent up to 450 000 preterm deaths each year if near univer-
sal coverage of the practice is achieved.* Although success of
kangaroo mother care has been widely reported from hospital-
based interventions,’ there are fewer published studies of the
implementation of kangaroo mother care at a national level.

Bangladesh, a lower-middle-income country, has made
significant progress in reducing child mortality. However,
neonatal mortality is still high and the burden of prematurity

is increasing. Bangladesh is one of the top 10 countries with
the largest number of preterm births.® An estimated 31% of all
neonatal deaths in Bangladesh are due to prematurity and its
complications.” The World Health Organization (WHO) rec-
ommends kangaroo mother care for routine care of newborns
weighing below 2000 g at birth to be initiated in health-care
facilities as soon as the newborn is clinically stable.

In 2013, the Government of Bangladesh declared its com-
mitment to introduce and scale up kangaroo mother care in
health-care facilities, with continuation of care at home. To end
preventable child deaths by 2035, the government renewed its
declaration in Child survival call to action: a promise renewed.*’
One of the aims was to reduce the under-five mortality rate
to 20 per 1000 live births by 2035 through implementation
of different strategies including kangaroo mother care for
low-birth-weight babies.® A technical subgroup was formed
under the guidance of Bangladesh’s national technical work-
ing committee for newborn health. In 2014, the committee
developed the national guideline on kangaroo mother care
in line with the WHO kangaroo mother care guideline."” The
national guideline was designed for health-care providers
and managers and focused on the introduction, expansion
and strengthening of kangaroo mother care practices. In
2015, kangaroo mother care was included as one of the key
strategies in the Bangladesh Every Newborn Action Plan."
The main activities planned were: (i) ensuring counselling
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on kangaroo mother care in health-
care facilities; (ii) providing follow-up
kangaroo mother care services in the
community; (iii) establishing centres
of excellence for kangaroo mother care
in secondary and tertiary level facilities;
and (iv) setting targets for initiation of
kangaroo mother care. In 2016, kanga-
roo mother care was incorporated as a
priority newborn health intervention
in the implementation plan of the 4th
Health, Population and Nutrition Sector
Programme of the Ministry of Health
and Family Welfare.'”

We describe the first 4 years of
implementation of the kangaroo mother
care programme in Bangladesh. We
aimed to demonstrate that implementa-
tion of the programme in a low-resource
country is feasible and can reduce neo-
natal mortality. We also compiled les-
sons learnt to inform further scale-up of
the programme in Bangladesh and other
low- and middle-income countries with
a similar socioeconomic context.

Methods
Setting

The government introduced kangaroo
mother care nationwide as a part of
its comprehensive strategy to reduce
neonatal mortality.'>" The target was to
establish kangaroo mother care at 20%
of public health facilities by 2016 and at
50% of public health facilities by 2020.°
Kangaroo mother care services were
planned for subdistrict health complexes
and higher-level facilities (district hos-
pitals and medical college hospitals) in
both urban and rural areas. Under the
programme, a dedicated space (corner)
for kangaroo mother care was estab-
lished in each designated health facility.
Although 142 kangaroo mother care
corners were originally planned, by 2020
only 108 corners remained functional
under the supervision of the Directorate
General of Health Services. In addi-
tion, 22 kangaroo mother care corners
were established under the Directorate
General of Family Planning, but we
only evaluated kangaroo mother care
facilities under the Directorate General
of Health Services.

Implementation

In 2014-2015, as a part of the implemen-
tation plan for kangaroo mother care, the
government developed a national trainer
pool for health-care professionals. Train-
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Fig. 1. Pathway of care for babies born in designated kangaroo mother care centres,

Bangladesh

Low-birth-weight babies delivered in or admitted to designated health-care facilities

Babies are assessed for eligibility for kangaroo mother care. Eligible babies are clinically
stable newborns with birth weight < 2000

Initiation of kangaroo mother care in the health-care facilities. Care includes keeping mother and baby
together (rooming-in) and moving them to dedicated kangaroo mother care space (corner) of facility

Facility staff provide advice on kangaroo mother care position and nutrition (breastfeeding or
alternative feeding method). Staff are also responsible for monitoring of care, record-keeping
and preparing mothers for discharge

Facility staff counsel mothers at discharge and create schedule for follow-up monitoring

v

v

In the facility: regular follow-up of mothers and
babies every week until 40 weeks of corrected
gestation or resolution of any danger sign

v

Complete data submission to central database

ing programmes included a 3-day train-
ing on kangaroo mother care focusing
on practical demonstration, learning by
doing and facility visits for direct obser-
vation of kangaroo mother care services.
The programme also included staff train-
ing on recording and reporting of data.
The national newborn health programme
implemented a social and behavioural
change communication campaign to
create awareness in the community via
printed materials (such as leaflets, post-
ers, flipcharts and booklets), television,
radio and social media platforms.

In 2016, kangaroo mother care pilot
programmes were initially introduced at
21 health-care facilities, with 16 remain-
ing functional. Health-care providers
were trained by a pool of physician
trainers to provide kangaroo mother
care services; record-keeping and re-
porting systems were established; and
managers and community health work-
ers were prepared. Each service centre
provided counselling to mothers on
kangaroo mother care, ensured adequate
nutrition through counselling about
breastfeeding, provided support services
to other centres and followed up moth-
ers and babies (Fig. 1). The programme
included four planned follow-up visits
after discharge at weekly intervals. All
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In the community: four visits at weekly
intervals scheduled for follow-up of mothers
and babies during home visits by community

health workers

eligible babies were managed according
to standard facility protocols along with
kangaroo mother care services. The de-
tails of the training and implementation
have been described previously.’

The online kangaroo mother care
data set was also launched in 2016. Data
are entered by trained personnel within
the facilities and periodically monitored
by the Directorate General of Health
Services for completeness and accuracy.
Staff from the national newborn health
programme evaluated kangaroo mother
care data every month and acted on un-
derreporting facilities. Kangaroo mother
care services were monitored quarterly
by government personnel through the
national trainer pool, whereby profes-
sionals and programme personnel
visited facilities and conducted onsite
monitoring. This reference group pro-
vided expert opinions to service provid-
ers facing difficulties in implementing
kangaroo mother care. Progressively,
kangaroo mother care was introduced
formally into the curricula of medical
and nursing professionals. In parallel,
various professional organizations of
paediatricians, obstetricians, neonatolo-
gists and nursing colleagues endorsed
the universal practice of kangaroo
mother care.’
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Fig. 2. Total live births and babies born weighing less than 2000 g in designated kangaroo mother care centres, Bangladesh, January

2016 to March 2020
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Source: We extracted quarterly data from the government's DHIS2 health management data platform.

Evaluation

We used quantitative methods to evalu-
ate the implementation of the kangaroo
mother care programme from Janu-
ary 2016 to March 2020. Our primary
data source was the national data set
for kangaroo mother care within the
DHIS2 health management data plat-
form (Health Information Systems
Programme, Oslo, Norway). The data set
includes both operational and outcome
variables such as number of facilities
having dedicated kangaroo mother care
services, number of trained personnel,
number of live births, number of babies
with birth weight below 2000 g receiv-
ing the care, outcomes of babies who
received the care, number of deaths, and
follow-up rates of mother-baby pairs
receiving the care.

We used four outcome measures:
(i) number of eligible babies enrolled
in kangaroo mother care services;
(ii) outcomes of babies receiving kanga-
roo mother care; (iii) mortality among
babies receiving kangaroo mother
care; and (iv) post-discharge follow-up
rates. We included all clinically stable
liveborn babies with birth weight below
2000 g at designated kangaroo mother
care facilities. A clinically stable baby
was a baby with normal respiratory
and heart rate, normal oxygen satu-
ration and without major congenital
malformations. We report descriptive
statistics with frequencies and percent-
ages plotted using Excel version 2013
(Microsoft Corp. Redmond, United
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States of America). We also monitored
the percentage of babies receiving
kangaroo mother care who were: dis-
charged as per the protocol, discharged
on request, discontinued kangaroo
mother care or died. We calculated
mortality as the percentage of babies
receiving kangaroo mother care who
died within the facility while receiving
kangaroo mother care. We calculated
follow-up rates as the percentage of ba-
bies receiving each of the four planned
weekly follow-up visits after discharge.

Approval was taken from the Di-
rectorate General of Health Services for
analysis of data from the database. No
individual health records were accessed
or reviewed.

Results

The number of functioning kangaroo
mother care corners was increasing over
the study period, from 16 in 2016 to 108
in 2020. Among them 29 (26.9%) cor-
ners were in urban areas and the remain-
ing 79 (73.1%) were in rural areas. The
location of facilities was as follows: 79
(73.1%) in subdistrict health complexes,
21 (19.4%) in district hospitals and eight
(7.4%) in medical college hospitals.

Multiple development partners
provided technical assistance to the
government personnel at those sites. A
total of 1196 health-care providers were
trained from 2018-2020 in 60 batches,
among whom 828 (69.2%) were nurses,
228 (19.1%) were midwives, and 140
(11.7%) were doctors.

2019 2020

A total of 3615453 babies were
born in the kangaroo mother care facili-
ties during the study period, of whom
64426 (1.8%) had birth weight less
than 2000 g (Fig. 2). Table 1 shows the
quarterly data set for the study duration.

Enrolment

Fig. 3 shows the enrolment of babies
to kangaroo mother care. Over the pe-
riod January 2016 to March 2020, 6410
babies with birth weight under 2000 g
received kangaroo mother care in the
facilities. In the first quarter of the im-
plementation 4.7% (37/792) of eligible
babies received kangaroo mother care.
However, the percentage decreased to
1.4% (53/3792) in April to June 2017,
despite the higher number of eligible
babies identified. We can attribute the
decrease to multiple factors such as
poor compliance, lack of familiarity
with protocols and missing cases. From
April 2018, after implementation of cor-
rective measures, such as more stringent
continuous monitoring and training
of additional providers, the situation
improved and in the last quarter of the
study 21.7% (917/4226) of eligible babies
received kangaroo mother care.

Outcomes

Fig. 4 shows the trend in outcomes
of babies receiving kangaroo mother
care. The proportion of eligible babies
receiving the care and discharged as
per the protocol showed an upward
trend, reaching 50-60% in the last three
quarters. The remaining 40-50% of
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babies were discharged at a later period
after resolution of problems such as
difficulty establishing breastfeeding or
supplemental feeding, hypothermia and
electrolyte disturbances. The proportion
of babies who received kangaroo mother
care but later discontinued care or were
referred to higher-level facilities such as
special care newborn units or neonatal
intensive care units continued to drop

from 30% during April-September
2017 to below 10% during the last eight
quarters of the study period.

The overall mortality among the
babies receiving kangaroo mother care
was 1.2% (77/6410), with a downward
trend over the study period (Fig. 5). The
data showed large quarterly fluctuations
in mortality, sometimes due to lower
numbers of deaths and sometimes due to

ANM Ehtesham Kabir et al.

more babies receiving kangaroo mother
care during the first few quarters of the
programme. Fewer fluctuations were
found during the later part of the study
as the number of enrolments increased.

Follow-up

Fig. 6 shows the follow-up rates for
babies who received kangaroo mother
care. Only the first of the four follow-

Fig. 3. Percentage of eligible babies who received kangaroo mother care, Bangladesh, January 2016 to March 2020
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Fig. 4. Outcomes of babies who received kangaroo mother care, Bangladesh, January 2016 to March 2020
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up visits was sustained with 30-50% of
babies receiving one follow-up visit until
the end of the evaluation period. The
percentage receiving second, third and
fourth follow-up visits was suboptimal,
although it improved from a baseline of
0% to around 15-20% in the last quar-
ters of the study period.

Discussion

We report the implementation and ini-
tial evaluation of the kangaroo mother
care programme in Bangladesh. We
noticed a decreasing trend in mortality
among babies with birth weight be-
low 2000 g receiving kangaroo mother

Research
Kangaroo mother care, Bangladesh

care in the designated facilities, with an
overall mortality of 1.2% over the study
period. This value is significantly lower
than the historical neonatal mortality
(deaths before or at 28 days of life) of
19% among babies born weighing less
than 2500 g in Bangladesh." Of note,
the kangaroo mother care programme

Fig. 5. Deaths of babies who received kangaroo mother care, Bangladesh, January 2016 to March 2020
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Fig. 6. Follow-up of babies who received kangaroo mother care, Bangladesh, January 2016 to March 2020
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enrolled babies with birth weight less
than 2000 g — a more vulnerable group
that is expected to have higher mortality
than babies weighing between 2000 g
and 2500 g. However, we counted deaths
that occurred while in the kangaroo
mother care facilities and not neonatal
deaths after discharge from the facili-
ties. Other parameters showed a modest
improvement. For example, enrolment
in kangaroo mother care, although im-
proved, reached 20%. Follow-up after
discharge - a key element of the WHO
kangaroo mother care guidelines — was
low, especially for the second, third and
fourth follow-up visits.

In an earlier randomized controlled
trial of community-based kangaroo
mother care among babies of all birth
weights in Bangladesh, no overall differ-
ence in mortality was found although
there was a reduction in mortality
among babies with birth weight less than
or equal to 2000 g.”” Among newborns
randomized to community kangaroo
mother care, 77.4% (1565/2022) of
infants received any skin-to-skin care,
with only 23.8% of 1985 infants receiv-
ing skin-to-skin care for more than
7 hours per day in the first 2 days of life.
Similarly, a large randomized controlled
trial studying community initiated
kangaroo mother care in rural India
reported a 30% increase in neonatal
survival (hazard ratio: 0.7; 95% confi-
dence interval, CI: 0.51-0.96) and a 25%
increase in infant survival at 6 months
(hazard ratio: 0.75;95% CI: 0.60-0.93).'°
We add to the literature on kangaroo
mother care and demonstrate that
kangaroo mother care, implemented in
low-resource settings at national level,
can also result in a progressive reduction
of mortality among neonates.

Our study has some limitations.
The data were incomplete, especially
during the initial days of the study, due
to logistical challenges of collecting and
monitoring the data. Even in the best
performing quarter, about four fifths of
eligible babies did not receive kangaroo
mother care. We did not evaluate the fac-
tors that could have been associated with
improved survival (such as duration
and number of days receiving kangaroo
mother care sessions, breastfeeding,
degree of prematurity and birth weight).
We did not have a control group, and
we could only compare our data with
historical norms. Kangaroo mother care
facilities were established across differ-
ent geographical locations; however,

16

there was no stratification or sampling
to ensure systematic representation of
Bangladesh’s population.

Other factors could also limit
applicability of the findings to other
countries. Although there is a WHO
standardized definition of kangaroo
mother care,” the practice and imple-
mentation of the components of kan-
garoo mother care (skin-to-skin care,
exclusive breastfeeding, early discharge
home with appropriate follow-up and
monitoring) vary widely."” The pro-
gramme was implemented in Bangla-
desh with support from international
and national partners with a long history
of working in public health sectors.
There were other contextual variables
such as support from the government,
involvement of health professionals and
community engagement that may not be
replicated in other countries.

ANM Ehtesham Kabir et al.

We recognize that there are sev-
eral areas of the programme that can
be improved. Nonfunctioning kanga-
roo mother care facilities can become
functioning through supportive mea-
sures such as direct visits to facilities,
identifying problems and monitoring
and supervision. More eligible babies
should receive kangaroo mother care.
In Bangladesh around 50% of babies
are delivered at home and only 53%
are attended by medical personnel.
We believe there is an opportunity to
initiate kangaroo mother care at home
through preparation of mothers during
the antenatal period and home visits by
trained health-care professionals. As
the kangaroo mother care programme
expands, private hospitals, where a
significant number of babies are born,
should be included in the programme.
Further capacity-building and training

Box 1.Lessons learnt for implementation of kangaroo mother care services

Monitoring poor performance

Nonfunctional kangaroo mother care centres need to be identified and transformed into
functional centres. Improvements can be made by direct visits to health-care facilities, identifying
their problems and supportive monitoring and supervision.

Capacity-building

An adequate number of health-care providers providing kangaroo mother care service from a
single centre need to be trained so that the programme can continue in case of high turnover

of trained staff, especially nurses.

Empowering midwives and community health-care providers

In Bangladesh, around half of deliveries that take place at home are followed up by community
health-care providers." On the other hand, normal deliveries at government hospitals are mainly
supported by midwives. Empowering these two groups with kangaroo mother care services
can improve programme outcomes.

Preventing prematurity and low birth weight

The kangaroo mother care programme should run in conjunction with antenatal services
to prevent premature birth and low birth weight through interventions such as nutritional
management, frequent antenatal follow-up and health education.

Expanding the data set

We intend to collect more variables on kangaroo mother care (such as duration of kangaroo
mother care, duration of each session, incidence of hypothermia and infection, percentage of
babies requiring oxygen, and babies on nasogastric or orogastric tube feeding during kangaroo
mother care). A separate data set can be created for babies born in the community and private
hospitals.

Case tracking

Most of the mothers who undertook kangaroo mother care in Bangladesh were lost to follow-up.
Lack of motivation and limitations in contacting parents were the major challenges. Therefore,
family participation during kangaroo mother care counselling and using a designated mobile
phone in the hospital for tracing mothers could be helpful.

Recognizing staff performance

Kangaroo mother care events could be arranged in communities so that facilities can share
information about their care practices and outcomes and can be rewarded for good performance.
The best performing nurse or midwife from each facility could be given a public recognition
award to acknowledge their contributions and motivate others.

Boosting research

Research on kangaroo mother care should be undertaken in different hospitals to determine
the best ways to overcome challenges. Similarly, existing data sets such as DHIS2 can also be
used for future large-scale research.
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will provide adequate manpower to keep
kangaroo mother care facilities running
in case of staff resignations or relocation.
Incentives can be provided to the better-
performing kangaroo mother care
facilities and events can be organized
to showcase innovations within facili-
ties. We also noted poor post-discharge
follow-up visits, especially the second,
third and fourth follow-ups. Probable
factors contributing to poor follow-up
were loss of contact with mothers, lack
of appropriate counselling to mothers
and low awareness of the programme
among recipients. We have been rolling
out mitigation measures progressively
such as increasing the number of trained
personnel, increasing community in-
volvement with social and behavioural
change communication, procurement
of essential commodities for the service,
and education to further improve post-
discharge follow-up. Finally, we intend
to expand our database to include rel-
evant variables for further research and
more effective evaluation. A separate
data set can be created for babies born in
the community and in private hospitals.

We were able to develop a set
of recommendations for scaling up
and strengthening of the programme
(Box 1). We have learnt that strong
commitment from the government and
development partners and a positive
working environment are important for
a kangaroo mother care programme to
run successfully in low-resource set-
tings. However, such programmes must
have continuous monitoring, adjust-
ments and improvements. For example,
at the initial phase of our programme,
the number of babies receiving kangaroo
mother care was low. The enrolment
reached a low of just over 1% soon after
the programme started. We explored
factors contributing to low enrolment
through informal surveys among the
service providers. We determined lack
of knowledge about kangaroo mother
care resulting in lack of motivation
from the community and service pro-
viders and limited numbers of trained
staff. As a direct consequence of these
factors there were many nonfunctional
kangaroo mother care corners that were
major contributors to poor enrolment.

Research
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Encouragingly, stringent continuous
monitoring helped us to detect this
trend and allowed us to implement
corrective measures. These measures
included training additional health-care
providers and implementing internal
and external supervision of kangaroo
mother care activities, with resultant
improvement from April 2018. The
Directorate General of Health Services
and Directorate General of Family Plan-
ning, both under the health ministry,
plan to train an additional 41700 and
20820 health professionals on kangaroo
mother care, respectively, for the period
2020-2022. In addition, the Directorate
General of Health Services is planning
to expand kangaroo mother care corners
in another 125 facilities by 2020-2021,
covering all district- and subdistrict-
level health facilities by 2022. Our
preliminary data provide useful lessons
for implementation of kangaroo mother
care services at the national level

Competing interests: None declared.
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Résumé

Recherche sur la mise en ceuvre de la méthode kangourou au Bangladesh

Objectif Décrire la mise en ceuvre, la couverture et la performance du
programme national de la méthode kangourou au Bangladesh.
Méthodes Des services de soins maternels appliquant la méthode
kangourou pour les bébés cliniqguement stables d'un poids de naissance
inférieur a 2000 g ont été mis en place dans des établissements de
santé publics des zones rurales et urbaines du Bangladesh. Chaque
établissement a fourni des conseils sur la méthode kangourou, a veillé
a une nutrition adéquate et a suivi les meres et les bébés. Nous avons
étudié lamise en ceuvre de ce programme de janvier 2016 a mars 2020
en utilisant les données de la base de données nationale. Nous avons
suivile nombre de bébés éligibles inscrits et leurs résultats, la mortalité
et la prise en charge apres la sortie de I'nopital.

Résultats Le nombre détablissements de soins de santé appliquant
la méthode kangourou a augmenté, passant de 16 en 2016 a 108 en
2020. Sur cette période de 4 ans, 64 426 bébés pesant moins de 2000 g
sont nés dans ces établissements, dont 6410 ont recu des soins selon

la méthode kangourou. Le pourcentage trimestriel de bébés éligibles
recevant des soins selon la méthode kangourou a augmenté de 4,7 %
(37/792) au cours du premier trimestre a 21,7% (917/4226) au cours
des cing derniers trimestres du programme. Le taux de décés de bébés
bénéficiant de la méthode kangourou a montré une tendance a la
baisse pendant la période détude. La mortalité globale était de 1,2%
(77/6410), avec de fortes fluctuations trimestrielles de la mortalité. La
prise en charge apres la sortie de 'hopital était faible, et seuls 15 a 20 %
des bébés ont bénéficié de quatre visites de suivi.

Conclusion La mise en ceuvre d'interventions fondées sur la méthode
kangourou est réalisable dans des contextes a faibles ressources.
Cette méthode a le potentiel de réduire la mortalité des prématurés
et des bébés dont le poids a la naissance est faible. Les défis a relever
comprennent une faible couverture, I'extension du programme a la
communauté et le renforcement du systéme de suivi.

Pesiome

UccnepoBaHuna no BOMpocCaM BHeApeHNA MeToa KEHTYpYy B baHrnagew

Llenb Onvicatb BHeApeHMe, OXBaT 1 SQGEKTUBHOCTb HaLIMOHANbHOM
NPOrpammbl MO BHEAPEHMIO MeTOLa KeHrypy B baHrnageLw.
MeToabl B rocyaapCTBeHHbIX MEAVNUMHCKUX YUYPeXLeHNAX B
CenbCKMX ¥ TOPOACKMX panoHax baHrnagew ObinM co3faHbl
YC/IOBUVA 1A BHEAPEHMA MEeTOAa KEeHIypy ANA KIWHUYECKN
CTabuibHbIX AeTel C Maccow Tena npu poxaeHun meHee 2000 T. B
KaXOM YupexeHV NPOBOANANCE KOHCYbTaUMM OTHOCUTENBHO
MeToAa KeHrypy, obecneunmBanoch Haanexaliee nutaHue u
NPOBOAMNOCH HAabMoAeHNE 3a MaTEPAMY 1 AETBMI. ABTOPbI U3yUnin
BHepeHMe nporpaMmbl ¢ AHBapa 2016 roga no mapt 2020 roga ¢
MCMOSb30BaHUEM AaHHbIX 3 HALIMOHANbHON 6a3bl AaHHbIX. ABTOPSI
Habniofany 3a AeTbMY, COOTBETCTBYIOLMMUI KpUTEPUAM OTOOP3, 3a
MX UCXOAaMK, CMePTHOCTBIO 1 pe3ynbTaTami HabmiofeHvs nocne
BbIMUCKM.

Pesynbratbhl KONnyecTBo yupexaeHu, NCNoNb3yowmx MeTos
KeHrypy, ysenuumnoch ¢ 16 8 2016 rogy fo 108 8 2020 rogy. 3a4 roga
B 3TUX YUPEXAEHNAX POANIOCH 64 426 MnageHLeB Becom o 2000 T.

3 Hux ana 6410 mnageHueB MCMonb30BanCaA METOL KEHrypy.
EXxekBapTanbHbI NPOLEHT AeTer, COOTBETCTBYIOWMX KpUTEPUAM
oTbOopa /1A NoNyYeHNa MeTofja KeHrypy, yBennumnca c 4,7% (37/792)
B NepBOM KBapTane Ao 21,7% (917/4226) B TeyeHne nocneaHmx
NATN KBapTanoB Nporpammbl. CMEPTHOCTb Cpeamn MinadeHLues,
MONYyYaBLUMX METOL KEHIYPY, MMena TeHAEHUMIO K CHUPKEHMIO Ha
NPOTAKEHMM Neproaa UccneaoBanna. ObLiaa CMepTHOCTb COCTaBWNa
1,2% (77/6410) CO 3HaUMTENbHbIMM EXXeKBAPTANbHBIMM KONebaHNAMM
cMepTHOCTH. Mocneaytoliee HabntoaAeHVIe NPOBOAMIOCH Ha HU3KOM
ypoBHe, 1 Tonbko 15-20% mnaaeHues Obinv nocelleHbl 4 pasa
nocne BbIMUCKN.

BbiBoA BHespeHve MeTofla KeHrypy ABAAETCA LienlecoobpasHbiM B
CTPaHax C HU3KMM YPOBHEM MaTepUasbHbIX PECYPCOB. Takom MeTOA
MOMET CHU3UTb CMEPTHOCTb CPeAN AETEN C HM3KOW MacCoM Tena npu
POXOEHUM 1 HEJOHOWEHHbBIX AeTel. 3ahaun, KOTopble NpeacTouT
PeLWNTb: HM3KaA CTeneHb OXBaTa, PaclUMPEHe NPOrPamMbl CPEAM
HaceneHuA 1 yKpenneHme cucTembl MOHUTOPUHIA.

Resumen

Investigacion sobre la implementacion del método madre canguro en Bangladesh

Objetivo Describir la implementacion, la cobertura y el rendimiento
del programa nacional sobre el método madre canguro en Bangladesh.
Métodos Se crearon servicios que ofrecen el método madre canguro
para bebés estables en términos clinicos y con un pesoinferiora 2000 g
al nacer, en centros sanitarios publicos de zonas rurales y urbanas

de Bangladesh. Cada centro proporcioné asesoramiento sobre el
método madre canguro, garantizé una nutricién adecuada y realizé un
seguimiento de las madres y los bebés. Se estudio la implementacién
del programa desde enero de 2016 hasta marzo de 2020 utilizando los
datos de la base de datos nacional. Se hizo un seguimiento del nimero
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de bebés idoneos inscritos y de sus resultados, de la mortalidad y del
seguimiento posterior al alta.

Resultados EI nimero de centros que ofrecen el método madre
canguro aumentd de 16 en 2016 a 108 en 2020. A lo largo del periodo
de 4 afos nacieron 64 426 bebés en estos centros, con un peso inferior
a 2000 g, de los que 6410 recibieron atencién de madre canguro.
porcentaje trimestral de bebés idéneos que recibieron atencion de
madre canguro aumento del 4,7 % (37/792) durante el primer trimestre
al 21,7 % (917/4226) durante los Ultimos cinco trimestres del programa.
Las muertes de los bebés que recibieron atencion de madre canguro
mostraron una tendencia a la baja a lo largo del periodo de estudio. La

Research
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mortalidad global fue del 1,2 % (77/6410), con grandes fluctuaciones
trimestrales en la mortalidad. El sequimiento posterior al alta fue bajo
y solo entre el 15y el 20 % de los bebés recibieron cuatro consultas
de revision.

Conclusion La implementacion de las intervenciones del método
madre canguro es factible en entornos de bajos recursos. Este tipo de
atencion tiene el potencial de reducir la mortalidad entre los bebés de
bajo peso al nacery los prematuros. Los problemas son la baja cobertura,
la ampliacion del programa a la comunidad y el fortalecimiento del
sistema de control.
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